Background. Myositis ossificans traumatica (MOT) refers to a benign, localized ectopic
Introduction
Myositis ossificans is a rare disease in which ectopic benign bone formation occurs in muscle tissue. It has been divided into myositis ossificans progressiva (MOP) and myositis ossificans traumatica (MOT). 1 MOP is an autosomal dominant disease characterized by systemic ossification of muscles and soft tissues with poor prognosis. 1 MOT refers to a benign, localized ectopic bone formation and ossification of fibrous connective tissue within skeletal muscle bundles related to traumatic injury. [1] [2] [3] The pathological mechanism of MOT is not completely understood, and proposed pathogenesis theories suggest inflammatory response in muscle tissue related to trauma followed by displacement of osteoprogenitor cells and overexpression of bone morphogenetic proteins, leading to ectopic bone formation. [1] [2] [3] MOT is most commonly seen in young patients due to the bone metabolism, renewing periosteum and richness in mesenchymal cells. 4 MOT rarely affects masticatory muscles and so far a limited number of reports have been published. MOT of masticatory muscles represents a major clinical problem since there is no unified algorithm for diagnosis and treatment. The main clinical sign of MOT of masticatory muscles is progressive trismus following trauma to the head and neck. The only treatment modality widely accepted is complete excision of calcified mass after bone maturation and resection of affected bone.
In this case report we presented a case of reoccurring MOT affecting right temporal muscle after extraction of right lower third molar under local anesthesia.
Case report
A 47-year-old male presented to the Department for Maxillofacial surgery in 2011. with a month long complaint of restriction of jaw motion. The patient previous medical history was uneventful. Patient reported that he underwent extraction of the right lower third molar due to the pericoronal infection, under local mandibular anesthesia in private dental clinic approximately 2 months before. There was no history of other trauma to the head and neck.
Head and neck examinations revealed severe trismus, with a maximum incisal opening of 2 mm.
There was no tenderness of the right masseter and temporalis muscles. The decision on surgical treatment was made. An intraoral incision was made along the external oblique ridge of the mandible and a calcified mass, extending along the resected mandibular coronoid to the temporal muscle was visualized and partially extirpated.
Because of poor visibility and intraoperative bleeding, an extraoral submandibular incision was performed. With preservation of major vascular and nerve structures, the right temporal fossa was approached and identified an osseous lesion in the temporal muscle extending towards the medial pterygoid muscle tendon. The osseous mass was extirpated.
Postoperatively, the maximal incisal opening was 40 mm. The tissue macroscopically resembled the previously extirpated tumor and the histological finding was similar ( Figure   6 ). 
Discussion
Although MOT of masticatory muscles presents a benign reparative ectopic bone formation in muscle, accompanying trismus is a major functional problem to the patients. Initial trauma causes inflammatory response in the muscle and periosteum with subsequent displacement of bone fragments and osteopregenitor cells into muscle bundles which induce ectopic bone formation. [3] [4] [5] [6] However in about 25% of cases the history of trauma is not found. 1 Previous reports found that most commonly affected masticatory muscles were the masseter and medial pterygoid muscle, but in several reports more than one muscle was affected.
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Reports of affection of more than one muscle indicate that the inflammatory response following trauma is not localized on one individual muscle. 12 Most MOT lesions were caused by direct trauma to the masseter muscle or trauma to the medial pterygoid muscle after local anesthetic injection. Radiographic appearance of MOT depends on the maturity of the lesion. Histologically, the hallmark of MOT is the zonal pattern. Other treatment modalities include physical therapy, acetic acid iontophoresis, magnesium therapy and bisphosphonate therapy. 1 However these report are confined to single case studies, and development of new treatment methods is needed.
Conclusion
MOT represents a major diagnostic and therapeutic challenge for surgeons. It is fundamental that patients with unspecific clinical history leading to trismus are referred to specialized centers to diagnose. When MOT of masticatory muscles is suspected, CT scan could be the both, a diagnostic and a prognostic radiological tool. Surgical treatment remains the treatment of choice, and should involve excision of osseous lesion and osteotomy of muscle attachment region of the bone. In cases when several muscles are affected surgical treatment may resolve with a major disfunction of masticatory function.
Thus, further research is needed to clarify the mechanisms of ossification in order to develop conservative treatment approaches.
